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ABSTRACT 


Introduction: People living with HIV infection are more luckily to experience mental health issues than their pairs 
HIV negative. High prevalence of depression has been reported among people living with HIV in Africa varies from 
12% to 60%. Furthermore, little is known about the mental health status of adolescents living with HIV. In 2014, 
the World Health Organization’s global adolescent health report revealed that depression was the leading cause of 
illness and disability among adolescents. In most cases, painful life experience explains mental health disorders. 


Objectives: The objective was to describe the psychological experience and depression in Adolescents Living With 
HIV (ALHIV) in the pediatric departments of CHU Yalgado Ouedraogo (CHUYO) and Saint Camille Hospital 
(HOSCO ), Ouagadougou. 


Materials and methods: A cross-sectional study was done, based on a survey and analysis of ALHIV medical records 
in pediatric wards at CHUYO and HOSCO from 4"* November to 17 December 2020. 


Results: A total of 100 adolescents were included. Among them 55% were females; sex ratio=0.88. The mean age 
was 15.9 years (extremes 10 and 17 years). A quarter of adolescents (22%) dropped out of school. The feeling of 
being different from their uninfected peers was noted in 43%. The mean age of adolescents at the disclosure of 
HIV serostatus was 13.5 years. Depression was noted in 59% of them. Depression was significantly associated with 
the place of residence (p-value=0.03), having friends (p-value=0.02), and the profile of the caregiver (p-value=0.001). 


Conclusion: A considerable large number of adolescents living with HIV have depression. Most of them have a 
difficult life experience. Specific interventions are needed to alleviate depression, considering its impact in these 
adolescents. 
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INTRODUCTION 


Mental health disorders in people living with HIV are often 
overlooked in Sub-Saharan Africa [1]. In Adolescents Living with 
HIV (ALHIV) for whom the infection exacerbates mental health 
disorders, the situation can be dramatic [2]. For most of them, HIV 
infection remains a taboo in the family making it even more difficult 
for them to build their identity. Depleted in their self-image, most 
adolescents feel compelled to keep their condition secret even to 
their close friends and family members [3]. Disclosure of HIV 
serostatus can lead to loss of selfesteem and other behavioral 
disorders especially in adolescents who have been living with the 
infection since childhood [4]. In addition, parental overprotection 
can be very strenuous to handle [5]. Thus, any restrictions in regard 


to holiday trips, sports activities and many other social events can 
generate conflicts, opposition and transgression. 


The World Health Organization report on the health of adolescents 
reveals that depression is the leading cause of morbidity in 
adolescents [6]. In Burkina Faso, routine screening for depression 
in HIV-infected adolescents is not common due to health 
provider’s insufficient expertise in mental health care. A study 
in Kenya which included 562 ALHIV found a depression rate of 
18.9% [7]. The relationship between depression and HIV infection 
seems to be bidirectional, one aggravating the other: depression 
would lead to a rapid progression to AIDS related diseases [8,9]. 
The aim of this study is to contribute in improving mental health 
care in adolescents living with HIV in Burkina Faso. 
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MATERIALS AND METHODS 


The study was conducted in medical units dedicated to HIV infected 
children and adolescents at the Yalgado Ouedraogo University 
Hospital and the Saint Camille Hospital in Ouagadougou. 


Data was collected by a trained pediatrician during routine medical 
visits, using a well-structured questionnaire and medical records. 
To assess depression, the French version of the self-assessment scale 
“Child Depression Inventory” (CDI) was used in children aged 
7 to 17 years. The self-assessment scale and questionnaire were 
filled by adolescents themselves when they were able to read and 
understand it. For others, the questionnaire was translated into the 
language they understood. 


Adolescents living with HIV were included according to the 
following criteria: age between 10-17 years, aware of their HIV 
serostatus and free from any severe language disorders or cognitive 
impairment. Informed consent was obtained from the adolescent 
and the legal caregiver. 


Patients were enrolled from 4 November to 17% December 
2020. The dependent variables were symptoms of depression and 
adolescents’ feelings about their illness. The independent variables 
were sociodemographic characteristics, clinical characteristics and 
viral load. 


Mean values were presented with their standard deviations. 
Qualitative variables were compared using the chi-square test and 
Fisher’s exact test when necessary. Quantitative variables were 
compared using the Student test. Variables which, at the end of the 
univariate analysis, were significantly associated with depression 
were introduced into a multiple logistic regression model. Odd 
Ratios (OR) and 95% Confidence Intervals (95% CI) were 
calculated to determine the strength of the association between the 
dependent variable (depression) and the independent variables. 
The associations between the variables were considered statistically 
significant at the probability threshold of 0.05. 


Ethical considerations 


Written and verbal informed consent was obtained from each 
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participant and the legal caregiver. All adolescents diagnosed with 
moderate or severe mental health disorders were referred to the 
mental health clinic at the CHU Yalgado Ouedaogo. 


RESULTS 


Sample description 


One hundred adolescents (60 at HOSCO and 40 at CHUYO) 
were included; 55% of the populations were girls. The mean age 
was 15.94 + 1.29 years. Three quarters were aged between 16 and 
17 years old. Majority of adolescents (86%) had been in care for 
more than 10 years (mean 12.5 years; extremes 3 and 17 years). The 
mean age at the disclosure of HIV serostatus was 13.52 years. HIV 
infection was perinatally acquired in all of them. 


Most patients (89%) lived in urban areas. The socio-economic 
conditions were poor in 43% and 60% were orphans of at least 
one parent. In addition, one in ten orphans had a caregiver other 
than a family member, five were in foster families and four were 
homeless. 


Twenty two adolescents had dropped out of school and were 
currently employed. Moreover, half of the 87 adolescents who had 
school problems mentioned the disease burden as the main reason 
for school failure determined in Table 1. 


Frequency of depressive symptoms 


Depression was diagnosed in 59% of ALHIV, and 40% were 
girls. The proportion of ALHIV older than 15 years of age, with 
depressive symptoms was 63.5%. Moderate to severe depression 
was observed in 27% of patient’s in Table 2. 


Adolescents who had depression were frequently from rural 
areas, and were often orphan of both parents. In addition, they 
had regularly a caregiver other than the biological parent, had no 
friends and felt that they were different from their HIV negative 
peers observed in Table 3. 


Three factors were significantly associated with depression in 
multivariate analysis: Not having a biological parent as a caregiver, 
not having friends, and living in rural areas observed in Table 4. 


Table 1: Characteristics of HIV infected adolescents at CHU Yalgado Ouedraogo and Saint Camille hospital from 4 November to 17" December 2020 


(N=100). 
n 
Adolescent’s age (years) at the time parents passed away 

Father 
<5 31 
[6-12] 5 
>12 10 

Mother 
<5 19 
06-Dec 7 
>12 7 

Person in charge 

Mother 31 
Both parents 19 
Uncle/Aunty 18 
Father 14 
Others* 18 
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Education level/Professional activity 


Secondary 61 

Professionnal activity 22 

Primary 15 

High school 2 
School problems (n=87 ) 

Repeat a class 65 

Dropped out 19 

Exclusion 3 


Disease perception 


I feel different from others 45 

I am stigmatised/rejected 17 

I feel ashamed living with the disease 32 
I worry about my sentimental life 59 


Consumption of psycho actives substances 


Alcohol 13 

Others (tobacco, cannabis , tramadol) 6 

Age at disclosure of HIV seropositivity > 12 years 87 
Viral load unsuppressed 46 


Note: “Grandparents (5), Brother (2), Step mother (1) 


Table 2: Severity and frequency of depressive symptoms in HIV infected adolescents at CHU Yalgado Ouedraogo and Saint Camille hospital from 4° 
November to 17" December 2020. 


n 
Severity of depression (n=59) 
Mild 32 
Moderate 15 
Severe 12 
Suicidal ideation 
I think of committing suicide but I won’t attempt it 17 
I want to end my life 4 
I never think of committing suicide 79 
Perceptions of academic performance 
I am performing poorly in subjects which I once excelled 29 
My academic results are not as good as they used to be 51 
My academic results are quite good 20 


Table 3: HIV infected adolescents characteristics based on the presence of depression at CHU Yalgado Ouedraogo and Saint Camille hospital from 4" 
November to 17 December 2020. 


Depression P-value Total 
Absent n(%) Present n (%) N(%) 
Age (years) 0.12 
<15 14 (53.8) 12 (46.2) 26(26) 
>15 27 (36.5) 47 (63.5) 74(76) 
Sex 0.82 
Male 19(42.2) 26(57.8) 45(45) 
Female 22(40) 33(60) 55(55) 
Place of residence 0.003 
Rural 109.1) 10(90.9) 11(11) 
Semi Urban 1(14.3) 6(85.7) 7(7) 
Urban 39(47.6) 43(52.4) 82(82) 
Orphan 0.015 
No 6(31.6) 13(68.4) 19(19) 
Orphan of one parent 12(29.3) 29(70.7) 41(41) 
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Orphan of both parents 23(59) 16(41) 39(39) 
Caregiver 0.001 
Father or /and mother 34(53.1) 30(46.9) 64(64) 
Other 7(19.4) 29(80.6) 36(36) 
Having friends 0.017 
No 1(14.6) 6(85.7) 7(7) 
Yes 40(43) 53(57) 93(93) 
Feeling different from HIV- 0.004 
peers 
Yes 11(25.6) 32(74.4) 43(43) 
No 25(55.6) 20(44.4) 45(45) 
Indifferent 6(50,0) 6(50.0) 12(12) 
Viral load 0.395 
Suppressed 23(45.1) 28(54.9) 51(51) 
Unsuppressed 18(36.7) 31(63.3) 49(49) 
ART Adherence 0.04 
Adequate 30(49.2) 31(50.8) 61(61) 
Poor 11(28.2) 28(71.8) 39(39) 
School problems 0.12 
No 12(54.5) 10(45.5) 22(22) 
Yes 3(23.1) 10(76.9) 13(13) 


Table 4: Factors associated with depression in ALHIV at CHU YO and HOSCO: Multivariate analysis. 


Depression OR (IC95%) P value 
Present Absent 
Caregiver 0.001 
Father or /and mother 34(53.1) 30(46.9) 
Other 7(19.4) 29(80.6) 8.3(2.4-28.5) 
Having friends 0.026 
No 1(14.6) 6(85.7) 
Yes 40(43) 53(57) 0.1(0.0-0.6) 
ART Adherence 0.28 
adequate 30(49.2) 31(50.8) 
Poor 11(28.2) 28(71.8) 1.92(0.6-6.4) 
Feeling different from HIV- 0.063 
peers 
Yes 11(25.6) 32(74.4) 
No 25(55.6) 20(44.4) 0.25(0.1-1.1) 
Place of residence 
Rural 109.1) 10(90.9) 0.03 
Semi Urban/Urban 1(14.3) 6(85.7) 0.07(0.0-0.4) 
Orphan 
No 6(31.6) 13(68.4) 
Sorbet 12(29.3) 29(70.7) L.71(0.56.2) 04 
parents 
DISCUSSION This situation reflects the condition of most adolescents living 


with HIV in the world and specifically in sub-Saharan Africa [10]. 


The prevalence of depressive symptoms was considerable high in Kemivishe tx Usenda found thar 521960f ALMIV ad) ost: nt 


this population of adolescents living with HIV. The majority of 
them lived in difficult conditions characterized by poverty and the 
death of a parent. Many of them dropped out of school, abused 
psychoactive substances and had poor ARV adherence. 
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least one parent while Abebe in Ethiopia found higher rates of 
69% [2,11]. Substance abuse and alcohol consumption can have 
a negative impact on treatment cascade [12]. In addition, frequent 
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changes of caregivers, and limited access to health care, explain 
insufficient preparation for HIV disclosure and late disclosure. 
HIV disclosure is a very important step in ALHIV’s life and should 
ideally be done around the age of 10-12 years in order to limit 
harmful reactions after this age. In most cases in our study (87%), 
disclosure was done after 12 years. HIV serostatus disclosure in 
children is generally slow in sub-Saharan Africa [13]. The reasons 
for late disclosure are among others, fear of traumatizing the 
child, fear that the family secret will be disclosed, mother feeling 
guilty and insufficiently trained health providers. One of the 
consequences of late disclosure is mistrust of caregivers and health 
providers, leading to poor ARV adherence and even treatment 
abandonment. Poor treatment adherence in adolescents can be the 
expression of psychological pain or a strong desire to forget the 
disease in everyday life. 


The prevalence of depression was very high in our study. Our results 
corroborate those of other researches on adults and adolescents 
living with HIV infection [14-16]. However, lower rates have been 
published in other parts of Africa with different population 
characteristics and different type of tools used to assess depression 
[11,17]. Comparative studies confirm that HIV infected people 
are significantly more depressed than uninfected ones, hence the 
recommendation for systematic screening for depression in people 
living with HIV [18]. Insufficient screening for depression in our 
setting is due to a lack of mental health specialists and screening 
tools adapted to our social environment but also popular belief that 
mental health care is not a priority. 


We did not find any significant difference between boys and girls 
with regard to the presence of depressive symptoms, contrary to 
recent publications where depression seemed to be more frequent 
in girls [7,19]. Indeed, social pressures such as engaging in an 
arranged marriage, in risky sexual relations or undesired pregnancy 
can increase the risk of depression in girls. 


Adolescents over 15 years old were more depressed compared 
to those under 15 years old. Similar results have been reported 
in other parts of the world [7,11,16]. However, in multivariate 
analysis, age did not seem significantly associated with depression, 
nor did other factors such as being orphan, feeling different from 
uninfected peers or poor ART adherence. 


It is not surprising that a loss of a parent (most likely to AIDS- 
related diseases) is difficult to bear and could lead to depression. 
As stated by Freeman, people who had lost a loved one to AIDS 
related diseases were more likely to present mental health issues 


[20]. 


A recent study conducted in South Africa in 1060 ALHIV reported 
that internalized stigma (keeping the feeling of stigmatization to 
oneself) was even associated (p<0.001) with depression [21]. This 
is consistent with studies conducted in other countries [22,23]. 
HIV positive young people tend to develop an increased sense 
of isolation, poor selfesteem which could lead to psychological 
distress. However, in multivariate analysis, feeling different from 
other HIV negative peers was not associated with depression on 
our study. 


In multivariate analysis, poor antiretroviral adherence was not 
associated with depressive symptoms. Our results are different 
from those of Abebe in Ethiopia who found that infected young 
people with poor treatment adherence were 1.73 times more 
likely to develop depression than those with good ART adherence 


(OR=1.73; 95% CI:1.13-2.64) [1,11]. poor ART 


Moreover, 
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adherence leads to drug resistance, resulting in decreased viral load 
suppression [24,25], this will also increase the likelihood that the 
patient will transmit the disease [26]. Therefore, implementing 
systematic screening for depression in adolescent could enable this 
high-risk population to get mental health support they need and 
avoid the long-term risks associated with depression. 


A significant association was identified between depression and the 
place of residence, having friends and the profile of the caregiver. 
Whatmore, the majority of adolescents living in rural (90.9%) 
areas were depressed compared to only 52.4% of those who lived 
in urban areas. Kemigisha in Uganda found that longer transport 
time to a health clinic was associated with a higher prevalence 
of depression [7]. Similar findings have been reported in South 
Africa, whereas a study showed that people living within 6 km of 
a clinic had significantly lower rates of depression than those who 
lived 15 km or more [27]. This could be related to the increased 
burden of attending clinics with long travel times in rural areas. 
Teenagers who have to travel a greater distance to get to the 
hospital have financial stress due to the cost of travelling, absences 
from school or workplace. Therefore, health care facilities and 
groups developing interventions for adolescents living with HIV/ 
AIDS should be aware of the association between high prevalence 
of depression and the burden of long journeys to health facilities. 
In addition, lack of pediatric HIV/AIDS care in rural areas and 
persistence of stigmatization is still a challenge in Burkina Faso. 
Finally, several studies have shown that poverty is associated with 
negative mental health outcomes, particularly in populations with 
other health conditions (malnutrition, anemia, malaria) [28-30]. 
This is also the case in rural areas in Burkina Faso. 


In the proportion of adolescents without friends, a statistically 
significant relationship was noted between not having friends and 
depression in our study. Having a friend represented both moral 
and social support for adolescents living with HIV and this prevent 
isolation, rejection and loss of self-esteem. 


As for the adolescent caregiver, depression symptomatology was 
more noticeable in adolescents not living with their father or 
mother. The susceptibility for an adolescent not living with his 
father or mother to have depression was eight times higher than 
that of living with biological parents. This situation highlights 
the importance of parental support whether social or financial in 
adolescents living with HIV. In Abebe’s study, HIV infected young 
people who had moderate to low social support were more likely 
to develop depression compared to those who had strong social 
support [11]. Young people living with HIV who do not have close 
family ties are unable to seek care and may experience an increase in 
their depression symptoms [16]. Moreover, poor social support can 
lead to risky behaviors such as the use of psychoactive substances, 
engaging in risky sexual relationship or poor ART adherence. 


CONCLUSION 


The interpretation of our results should take into account some 
of the limits. Firstly, although widely used in various backgrounds, 
the rating scale used for depression in this study is based on 
the statements of adolescents interviewed. Also, translating the 
assessment tool into the local language might have influenced 
the adolescent’s response. Secondly, the sampling design might 
have introduced a selection bias; the short study period did not 
allow us to assess all adolescents followed in the two clinics. Lastly, 
assessment of depression disorders in HIV infected persons can 
be strongly influenced by various manifestations of HIV infection. 
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High prevalence of depression in adolescents living with HIV in 
our setting calls for specific interventions. Mental health support 
needs to be reinforced in adolescents especially those living with 


HIV since childhood. 


ACKNOWLEDGEMENT 


Children and adolescents at CHU Yalgado Ouedraogo and Saint 
Camille pediatric HIV clinics; Medical staff of the CHU Yalgado 
Ouedraogo and Saint Camille pediatric HIV clinics; Raymond 
Toe and Martin Kabore, Psychologists, CHU Yalgado Ouedraogo; 
Mariam Konffe and Solange Bassolet, social consellors, CHU 
Yalgado Ouedraogo; Kigocha Lameck Okengo, neurophysician, 
Dar es Salaam, Tanzania. 


REFERENCES 


1. Roberts KJ, Smith C, Cluver L, Toska E, Sherr L. Understanding 
mental health in the context of adolescent pregnancy and HIV in sub- 
Saharan Africa: A systematic review identifying a critical evidence gap. 


AIDS Behav. 2021;25(7):2094-2107. 


2. Kemigisha E, Zanoni B, Bruce K, Menjivar R, Kadengye D et al. 
Prevalence of depressive symptoms and associated factors among 
adolescents living with HIV/AIDS in South Western Uganda. AIDS 
Care. 2019;31(10):1297-1303. 


3. Fernet M, Wong K, Richard M E, Otis J, Levy JJ, Lapointe N et al. 
Romantic relationships and sexual activities of the first generation of 
youth living with HIV since birth. AIDS Care/HIV.2011;23(4):393- 
400. 


4. Maria C. Pinzon-Iregui, Consuelo M. Beck-Sague, Robert M. Malow. 
Disclosure of their HIV status to infected children: a review of the 


literature. J Trop Pediatr. 2013;59(2):8489. 


5. Lee SJ, Li L, Thammawijaya P. Parenting styles and emotional 
intelligence of HIV-affected children in Thailand. AIDS Care. 
2013;25(12):1536-1543. 


6. Bruce Dick, B. Jane Ferguson. WHO Health for the world’s 
adolescents, a second chance in the second decade. 2022;56(1):3-6. 


7. Kamau JW, Kuria W, Mathai M, Atwoli L, Kangethe R. Psychiatric 
morbidity among HIV-infected children and adolescents in a resource- 


poor Kenyan urban community. AIDS care.2012;24(7)836-842. 


8. Cruess DG, Petitto JM, Leserman J, Douglass SD, Gettes DR, Ten 
Have TR, et al. Depression and HIV infection : impact on immune 
function and disease progression. CNSS pectr. 2003;8(1):52-58. 


9. Farinpour R, Miller EN, Statz P, Selnes OA, Cohen BA, Becker JT, et 
al. Psychosocial risk factors of HIV morbidity and mortality:findings 
from the Multicenter AIDS Cohort Study (MACS). J Clin Expn 
Neuropsychol. 2003;25(5):654-670. 


10. Varshney K, Browning SD, Debnath SK, Shet P, Shet D. A systematic 


review of risk factors and consequences of nyaope usage: the illicit 
street drug containing HIV antiretrovirals. AIDS Behav. 2022. 


11. Abebe H, Shumet S, Nassir Z, Agidew M, Abebaw D. Prevalence of 
depressive symptoms and associated factors among HIV- Positive youth 
attending ART follow-up in Addis Ababa, Ethiopia. AIDS Res Treat. 
2019;4610458. 


12. Vagenas P, Azar MM, Copenhaver MM, Springer SA, Molina PE, 
Altice FL. The impact of alcohol use and related disorders on the 
HIV continuum of care: A systematic review: alcohol and the HIV 


continuum of care. Curr HIV/AIDS Rep. 2015;12(4):421-436. 


13. Lemma T, Silesh M, Taye BT, Desta K, Kitaw TM, Tekalign T. HIV 
serostatus disclosure and its predictors among children living with 
HIV in Ethiopia: A systematic review and meta-analysis. Front Public 


Health. 2022; 10:859469. 


Clinics Mother Child Health, Vol. 18 Iss. S12 No: 1000390 


OPEN @access Freely available online 


14. Kim MH, Mazenga AC, Yu X, Devandra A, Nguyen C, Ahmed §, et al. 
Factors associated with depression among adolescents living with HIV 


in Malawi. BMC Psychiatry. 2015;15:264. 


15. Mavhu W, Berwick J, Chirawu P, Makamba M, Copas Andrew, Dirawo 
J, et al. Enhancing psychosocial support for HIV positive adolescents 


in Harare, Zimbabwe. PLoS ONE. 2013;8(7):e70254. 


16. Mellins AC, Malee KM. Understandinding the mental health of youth 
living with perinatal HIV infection: Lessons learned and current 


challenges. J Int AIDS Soc. 2013; 16(1):18593. 


17. Arseniou S, Arvanti A, Samakouri M. HIV infection and depression. 
Psychiatry Clin Neurosci. 2014;68(2):96-109. 


18. Sherr L, Clucas C, Harding R, Sibley E, Catalan J. HIV and 
depression-A systematic review of interventions. Psychol Health Med. 


2011; 16(5):493-527. 


19. Aljassem K, Raboud J, Hart T, Benoit A, Su D, Margolese S, et al. 
Gender differences in severity and correlates of depression symptoms 


in people living with HIV in Ontario, Canada. JIAPAC. 2014;1:113. 


20. Freeman M, Nkomo N, Kafaar Z, Kelly K. Factors associated with 
prevalence of mental disorder in people living with HIV/AIDS in 
South Africa. AIDS Care. 2007;19(10):1201-1209. 


21. Pantelic M, Boyes M, Cluver L, Meinck F. HIV, violence, blame and 
shame: Pathways of risk to internalized HIV stigma among South 


African adolescents living with HIV. J Int AIDS Soc. 2017;20(1):1-9. 


22.Nostlinger C, Bakeera-Kitaka S, Buyze J, Loos J, Buve A. Factors 
influencing social self-disclosure among adolescents living with HIV 


in Eastern Africa. AIDS Care Psychological and Socio-medical Aspects 
of AIDS/HIV. 2015;27:36-46. 


23. Martinez J, Harper G, Carleton RA, Hosek S, Bojan K, Glum G, et al. 
The impact of stigma on medication adherence among HIV-positive 
adolescent and young adult females and the moderating effects of 


coping and satisfaction with health care. AIDS Patient Care and 
STDs. 2012;26(2):108-115. 


24. Lawan UM, Amole GT, Jahun MG, Abute JE. Psychosocial challenges 
and adherence to antiretroviral therapy among HIV-positive 
adolescents attending an ART center in Kano, northwestern Nigeria. 


Int J Med Sci Public Health. 2015;4(10):1439-1444. 


25. Pao M, Lyon M, D’Angelo LJ, Schuman WB, Tipnis T, Mrazek DA. 
Psychiatric diagnoses in adolescents seropositive for the human 


immunodeficiency virus. JAMA Pediatrics. 2000; 154(3):240-244. 


26. Centre for Disease Control (CDC). HIV treatment as prevention. 
2022. 


27. Tomita A, Vandormael AM, Cuadros D, Slotow R, Tanser F, Burns 
JK. Proximity to healthcare clinic and depression risk in South Africa: 
Geospatial evidence from a nationally representative longitudinal 


study. Soc Psychiatry Psychiatr Epidemiol. 2017;52(8):1023-1030. 


28. Tibber MS, Walji F, Kirkbride JB, Huddy V. The association between 
income inequality and adult mental health at the subnational level-a 
systematic review. Soc Psychiatry Psychiatr Epidemiol. 2022;57(1):1- 
24. 


29. Ribeiro WS, Bauer A, Andrade MCR, YorkSmith M, Pan PM, 
Pingani L. Income inequality and mental illness-related morbidity 
and resilience: A systematic review and meta-analysis. Lancet Psychiat. 


2017;4(7):554-562. 


30. Lima NN, do Nascimento VB, de Carvalho SM, de Abreu LC, Neto 
ML, Brasil AQ, et al. Childhood depression: A systematic review. 
Neuropsychiatr Dis Treat. 2013;9:1417-1425. 


